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Our Network’s primary care mental health integration model

* Mental health demand — nationally and locally
« Collaborative Care Model (CoCM)

* Finances

« Summary and next steps




Why not just refer?

Patient Factors Provider Factors
» Half of those referred do not * 1in5: unmet need for non-
follow through prescribers
* Mean # of visits = 2 * 96% unmet need for prescribers
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Increasing demand for and shrinking supply
of mental health services

Key conditions:

Prevalence of MH/SU disorders (national — SAMHSA): JesliEssl

o Adults 25% " Anxiety »

o Children 46% of adolescents 13-18; 13% of children 8-15 * Drug (opiate) crisis, alcohol
« Prevalence of MH/SU disorders (local): S

o Adults 31% of UVMMC Adult Primary Care patients = Decreased inpatient Capacity

58% of UVMMC Emergency Department patients = Extensive outpatient wait

° |mpact: » Financial misalignment

o Disability 3 of top 10 disability-causing conditions are mental health related

o Mortality Mean reduction 10.1 years of life expectancy when MH/SU disorder present

o Cost ~2.5x cost of care increase when mental health comorbidities present

UVM Health Network should address:

o State services are under-resourced
o Payers rejected offers to collaborate, co-invest

Expanding current outpatient treatment model neither efficient nor effective (react and try to refer)



History of collaborative care

1980-1990s

2000-2010s
Recognition of

need to address Over 80 RCTs 2010-Present

depression in demonstrating Focus on
rimary care : . .
collaborative care sustainability and
reach
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Core components of collaborative care

Practice Team
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Mental health in primary care settings

Establishing mental .
he_alth capabl_htles within CMHC
primary care is

fundamental to a Specialty Care
managed care approach

and is required, given Integrated Care
UVM Health Network’s Collaborative Care
trajectory towards an

increasingly risk-based Primary Care
environment.

Patient Self-Management
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Hub and Spoke Model for
Primary Care Mental Health Integration (PCMHI)

Spoke Stepped Hub Care

Primary PCMHI

PCMHI

Care extension

e

= |dentification of

high-needs = AIMS model: team, = AIMS model continuation: team,
patients by outcomes-based outcomes-based
population health = Psychiatry consultation = Tied to UVYMMC primary care
registry or referral for diagnosis and first psychiatrists (shared cases,
= Refer to PCMHI step in treatment supervision)
= Maintenance planning = Longer term (3 to 6 months
treatment = Identifies need for average, 1 year)
extended outpatient = Addresses complex factors leading
psychiatry care to refractory nature of symptoms
= Education and training = Time-limited/finite or until target

of PCPs outcomes reached




Primary Care Provider role

e Collaborative Care « Expanded clinical skills
basics for mental health

o Assessment
 Mental health measures

o Treatment
* Deliver evidence-based

o How to introduce
Collaborative Care Model

o How to work with mental
health care manager

medications
o How to get support from « Support evidence-based
psychiatric consultant psychosocial treatments
« Management of suicide
risk



Impact summary

* Improved outcomes
o Less depression
o Less physical pain
o Better functioning
o Higher quality of life

« Greater patient and provider
satisfaction

 Reduced health care costs
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“l got my life back”
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Status and next steps

e Status

o Project has been endorsed by CDO and NLC, both conceptually
and financially

o Working through implementation
o Building reqistry
* Next steps
o Recruit psychiatry physician/NP effort
o Recruit care manager effort
o Continue roll out
o Find non-Network partner to test this with



On-the-ground @ @ Multiple
and via telehealth = _ service options
Nine practices currently have - =~ ~ 4 include medication management,
mental health providers on-site. diagnostic clarity, standardization
As the program grows, more ‘ / |NTEGRAT|NG \ of care, team education, and panel
sites will be added along with MENTAL HEALTH \ management for early identification
access to telehealth PROVIDERS INTO and treatment
l THE UVM HEALTH |
\ NETWORK’S 38 ’
Patients are B o Psychiatrists and
“\ PRACTICES 7 >«
connected tomental Q _~ N P o O Care Managers
health Services ! e - . are the types of providers who
by Pri c Provid [ — [\ m work closely with the Primary Care
y Frimary Lare Frovider — Provider for better patient and
referral or registry treatment outcomes

identification

Network primary care practices
are currently integrated with mental health services
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